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BRAINMAPS: Common Causes of Delirium’ * . . i \
£ Potential Deliriogenic Factors Need to Address / Recommendations
1. Initiate Early PT/ OT
E B Bring Oxygen Hypoxemia 2 Normalize Sleep/ Wake Cycle: Create Lights on/off schedule, Noise reduction
= ;‘r’]‘:n‘%zrd'ac S 3. Provide Familiarity: Caregiver presence, Photos, Toys, Books
o 4, Decrease Confusion: Glasses, hearing aids, communication tools
% R Remove/Reduce Drugs Anticholinergics (Diphenhydramine, Steroids, Opioids, BZD) 4. Increase Rest: Cluster care, minimize overnight interventions
& Benzodiazepines 4. Minimize Fear: Engage family in soothing, Utilize Child Life Services
g Opioids 7 Family Engagement: help promote sleep - mimic home sleep routine, quiet room,
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Risperidone Oral Liquid®* Monitoring Risperidone for ICU Delirium
Weight Initial Dose Dose Change Increment e Baseline QTc and every 72 hours
2.5-5 kg 0.1mg qHS 0.1 mg BID, Max = 0.15 mg BID e CAPD Trend
" Extrapyramidal symptoms
5.1-10 kg 0.2 mg qHS 0.2 mg BID, Max = 0.25 mg BID
10.1-20 kg 0.3 mg qHS 0.3 mg BID, Max = 0.4 mg BID Dose Titration for Risperidone for ICU Delirium
20.1-40 kg 0.4 mg qHS 0.4 mg BID, Max = 0.8 mg BID « No more frequent than g48h increases
_ e May increase for no change in CAPD/ delirium
> 40.1 kg 0.5 mg gHS 0.5 mg BID, Max =1 mg BID symptoms (See Dosing Table)
e <20 kg: Doses > Img/day not associated with added benefit » Dose reduce for side effects (see Monitoring)
e Discontinue if no improvement in delirium with
e 2> 20kg: Doses >2.5 mg/day not associated with added benefit increased dosing ;
* Weaning may be done over 48-72 hours if on low

dosage; consult pharmacy if on high dosage
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